Despite of availability of highly efficacious treatment for decades, tuberculosis remains a major global health problem in developing countries, like India where tuberculosis is an endemic disease.1 Tuberculous involvement of brain is a rare presentation of extra pulmonary tuberculosis. The infection usually gets access to the brain through hematogenous route. The disease commonly affects children with equal involvement of both sexes and has close association with HIV. The usual manifestation of the disease is fever, unexplained weight loss, nausea, vomiting, headache, seizures, behavioral changes, focal neurological deficit and gait difficulty. Here is a case of cerebellar tuberculoma in an 8 years old male presenting as chronic headache for one and half years.
Background
CNS tuberculosis is common in developing countries of tropical areas, often occurs in close association with compromised host's immunity. The disease has a wide variation in presentation. 16 The diagnosis has always been a clinical challenge due to overlapping of symptoms with other diseases. 17 The MRI brain has the potential to differentiate the disease from other intracraniallesions. 19 The anti-tubercular treatment has always been a mainstay of management with significant outcome. 18 
Introduction
Tuberculosis is the 9th leading cause of death world wide. Among extra pulmonary tuberculosis, CNS tuberculosis is the most severe form of tuberculosis and accounts approximately 5-10% of all extra pulmonary cases and 1% of all tuberculosis cases. 1 CNS tuberculosis primarily menifests as tuberculous meningitis and less commonly as intracranial tuberculoma, tuberculous brain abscess, non-osseous spinal cord tuberculosis, spinal cord tuberculous meningitis, tuberculous encephalopathy, Pott's spine and Pott's paraplegia. A tuberculoma is a clinical manifestation of tuberculosis which conglomerates tubercles into a firm lump, and hence imitates malignant tumors in imaging studies. 2 The disease may occur either in isolation or less commonly with tubercular meningitis. 13 It constitutes 33% of space occupying lesions of brain in developing countries. 5 The usual manifestation of the disease is fever, unexplained weight loss, nausea, vomiting, headache, seizures, behavioural changes and focal neurological deficit. Menifestation of any one or two of the above symptoms will hardly lead the physician think about brain tuberculosis. We hereby present a case of a male child who had been presented with chronic headache only, with no other associated symptoms.
Case Report
Irfan, an 8 years old male had been presented to the paediatrics OPD in Ajmal Khan Tibbiya College Hospital, A.M.U. Aligarh, with chief complaint of headache for the last 1.5 years. For the same, his parents consulted various practitioners but the diagnosis was not made. Detailed history revealed that he had no H/O vomiting, weight loss, abnormal movements, focal neurological deficit, and weakness of any body part, cough, change in behavioural and sleep pattern or any other respiratory difficulties. On general examination, the child was vitally stable with BP measuring 100/64 mmHg and a palpable lymph node in left cervical region which was soft and non-tender with size equal to 1.2×1.2cm. The systemic examination revealed that the child was active and alert with no cranial nerves deficit, meningeal or cerebellar signs. Tone and power were normal in all four limbs. The respiratory and cardiac examinations were normal except for a slight decrease in air entry on left side of the chest. The child was then subjected to further work up.The CBC report, fundus and visual acquity test were WNL.Mntx was strongly positive with induration of 25mmx 28mm/72hrs. The X-ray chest revealed consolidation in the left lower lobe of lung with B/L hilar prominence. The FNAC of the cervical lymph node showed reactive lymphadenitis. With the above clues, the MRI brain was done which supported the diagnosis. The findings were suggestive of few irregular hypointense lesions with peri-lesional edema involving right cerebellar hemisphere, cortical grey matter of left parafalcine parieto-occipital lobe and right peri-rolandic parietal lobe (tubercular etiology). With all the above evidences, the diagnosis was inclined to cerebellar tuberculoma. As the treatment protocol, anti-tubercular therapy in the regimen of 2HRZE+10HRE was started along with systemic steroids. The patient responded well to the above treatment. Within 2-3 months, improvement in clinical as well as radiological findings was noted. After that the patient was lost to follow-up.
DIsCussIon
Intracranial tuberculoma is a rare condition accounting 1% of all tubercular cases. The disease is commonly spotted in paediatric age group but involvement of children below 4 years of age is rarely seen. The commonest route of spread is hematogenous from the occult primary focus. The symptoms are usually vague and range from mild persistent headache to acute diplopia or focal neurological deficit. 9, 10, 15 The symptoms overlap with other neurological diseases and make the diagnosis difficult. In our case, because of the presence of a non-specific complaint of isolated persistent headache, the diagnosis was delayed. The other risk factors for the disease to occur include, immunosuppressed patients, malnutrition, alcoholism and malignancy. 3 When brain tuberculomas are associated with meningitis, the diagnosis is more apparent and would be discovered early. Half of the patients show no clinical signs of involvement of sites other than CNS.7 62% patients with tuberculoma complain about headache. 8 The diagnosis is based on imaging with CT/MRI brain. It shows ring enhancing lesion with surrounding edema and is usually single and centralized. But in one-third cases, the lesion may be multiple and peripheral.It may mimic other space occupying lesions and thus needs to be differentiated from malignancy, sarcoidosis, toxoplasmosis and neurocysticercosis. 6 Brain mass biopsy with histopathological evaluation is the gold standard for diagnosis which shows necrotizing granuloma. Tissue biopsy on culture, results in the growth of Mycobacterium tuberculosis. 4 Until and unless there are features of raised intracranial tension and peri-lesional edema, the disease should be treated with antitubercular drugs. But the duration of therapy is not described. The treatment is modified on the basis of improvement in clinical and radiological findings. Occasionally, development of new lesions or enlargement of the pre-existing lesion may occur during the course of treatment, 11 but with adequate therapy, complete resolution of the lesion usually occurs. 14 In case of peri-lesional oedema, additional therapy with systemic steroids for a period of 6-8 weeks along with ATT gives promising results. Surgical resection of mass with decompression is done followed by ATT, if there are features of raised ICT. 4
ConClusIon
In developing countries, tuberculosis has been a huge public health issue with adverse CNScomplications.12 CNS involvement of tuberculosis is rare but most severe, and has a high rate of mortality as well as neurological residual sequelae, despite of the treatment. For this reason, when evaluating common complaints such as headache, especially in subjects with malnutrition, close tubercular contact, immunocompromised and low socio-economic status, a braod differential diagnosis should be considered including brain tuberculosis.4
